. Archives of Disease in Childhood, 51, 373. Diabetic ketosis in children treated by adding low-dose insulin to rehydrating fluid. Four children with severe diabetic ketosis were successfully treated with a regimen of low-dose intermittent insulin infusions in the rehydrating fluid. The children all rapidly regained consciousness and tolerated oral fluids within 12 hours of admission. Hypoglycaemia and hypokalaemia, both complications of conventional large dose insulin treatment, did not occur. Plasma insulin levels obtained by this method were maintained in the optimum range recommended by Sonksen et al. (1972) .
Recently the use of continuous low dose infusions of intravenous insulin in the treatment of diabetic ketosis in adults has been reported (Sonksen et al., 1972; Page et al., 1974; Kidson et al., 1974; Semple, White, and Manderson, 1974) . The methods described have necessitated the use of an insulin and physiological saline mixture, often with added human albumin, delivered through a separate paediatric giving set or syringe pump from that delivering the rehydrating solution. There have been no reports specifically of its use in children, though 6 of the cases described by Page et al. (1974) were under 14 years of age. We have successfully treated 4 children in diabetic 'coma' with small doses of insulin mixed with the rehydrating saline, so simplifying the clinical management, and describe them in this report. Table I ). Unlike the previous cases he was initially treated with intravenous saline only, receiving 800 ml in the first 3 hours. He was then given physiological saline at 150 ml/hour intravenously with 4 units of soluble insulin added every hour.
Patients
After 8 hours of intravenous insulin plasma glucose was <200 mg/100 ml, he was no longer acidotic, was drinking well without nausea, and was therefore given insulin according to urine sugar concentrations. Intravenous fluids were discontinued after 24 hours. Just before starting insulin therapy and at intervals during the first hour after insulin was added to the rehydrating fluid, blood was taken from the arm opposite to that receiving the infusion in order to measure the peak and duration of plasma insulin rise obtained by this method. The resulting curve is shown in Fig. 2 
Results
The 4 children all recovered rapidly. Plasma glucose levels fell steadily as shown in Fig. 1 . Moseley (1975) using initial doses of 0 -25 unit/kg ise of intravenous insulin body weight followed by 0-I unit/kg hourly of small: Case 1, 41 units; intramuscular insulin successfully treated 12 child-50 units; Case 4, 32 units. ren in diabetic ketosis. Baum, Jenkins, and Ayn-000 ml, 2900 ml, 3600, and sley-Green (1975) also treated 3 children in diabetic O mEq, 100 niEq, 80 mEq, ketosis with low-dose intramuscular insulin. They in, respectively (see Table had previously established that a mean dose of 0 * 29 unit/kg of body weight (range 0 07-0 * 82 unit/ in Case 4 during the first kg) given to 17 new childhood diabetics who were on of 4 units of insulin not clinically dehydrated or in a 'coma' resulted in a of 42 ,uU/ml before therapy mean plasma insulin level of 65 ,U/ml (range 25-t 25 minutes, followed by a 102 VU/ml) 2 hours after injection. They failed [iU/ml every minute to a to show a correlation between the dose of insulin minutes after insulin was administered per kg body weight and the plasma )er (Fig. 2) .
concentration of insulin obtained at 2 hours, presumably due to variations in the rate of absorption of insulin from the intramuscular depots. Intravenous administration of insulin is preferable to intramuscular as it reduces the number of injections the child has to receive and removes the risk of variable insulin absorption from the intramuscular depots. As in other published cases of diabetic ketosis treated with low-dose insulin, our 4 children had no hypoglycaemic or hypokalaemic episodes, both of which are real risks with conventional large dose methods. It is our impression also that these children, though severely ill on admission, regained consciousness earlier and tolerated oral fluids sooner than children treated with conventional large doses of insulin. 
